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Abstract 
The American Heart Association (AHA) and Heart Failure Society of America’s (HFSA) 
guideline for Management of Heart Failure in Skilled Nursing Facilities acknowledged poor 
communication from hospitals to skilled nursing facilities (SNF) as a barrier to optimal heart 
failure (HF) management.  The purpose of this pilot study was to improve adherence to guideline 
directed HF care in SNFs through enhanced communication between hospital HF specialists and 
providers at SNFs.  The project leader designed a guideline driven provider-to-provider HF 
handoff tool. Twenty-one patient discharges were evaluated in the study. Follow up phone calls 
were made to SNF staff nurse within 48 hours of hospital discharge to determine adherence to 
guideline directed HF care. A mixed methodology approach was used to evaluate qualitative and 
quantitative data. The transition of care and communication process between hospital HF 
specialists and providers at SNFs was evaluated using Donabedian’s Structure Process and 
Outcomes Model. Quantitative and qualitative inferential statistical analysis was used to 
determine whether or not the HF handoff tool had an effect on adherence to guideline directed 
HF care in SNFs. Chi-square analysis determined there was no statistically significant difference 
between adherence to guideline directed HF care in SNFs and the use of a HF specific handoff 
tool. However, there was a statistically significant difference in adherence to 2-liter fluid 
restriction (p=.011) and daily weights (p=.025) for patients who were discharged to a SNF with a 
completed discharge summary. Furthermore, follow up phone calls made to SNFs resulted in a 
reduction of 22 HF order-transcription errors.  None of the patients in the study were readmitted 
to the discharging hospital within 30 days. Future research should be conducted with a larger 
sample size to evaluate the impact of follow up phone calls, standardized HF discharge 
DEVELOPING A GUIDELINE 
 
 
5 
summaries, and collaboration with multidisciplinary HF clinics on outcomes for HF patients who 
are discharged to SNFs.  
Key Words: Heart Failure; Skilled Nursing Facility; Nursing Home; Transition of Care; 
Guideline 
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Developing a Guideline Driven Provider-to-Provider Handoff Tool for Heart Failure Patients 
 
Introduction and Background 
 
Heart failure (HF) is a complex disease process affecting roughly six million Americans 
(Liu & Eisen, 2014).  Researchers predict that by the year 2030 more than eight million people in 
the United States will be living with HF, resulting in total cost of the disease reaching 69.8 
billion dollars (Heindenreich et al., 2013). Heart failure is not only a rising concern due to its 
financial burden on society, but the high mortality rates are also alarming. Approximately 50% 
of HF patients die within five years of diagnosis (U.S. Department of Health & Human Services, 
2013). 
  Recently, health care leaders began to focus on the financial impact and health care 
outcomes related to HF hospitalizations.  Heart failure hospitalizations are costly, with 80 
percent of HF costs being directly related to hospitalizations (Heindereich et al., 2013). More 
importantly, patient mortality increases after each HF hospitalization (Setoguchi, Stevenson, & 
Schneeweiss, 2007). In an effort to improve quality and decrease health care costs, the Centers 
for Medicare and Medicaid Services (CMS) began implementing financial penalties to hospitals 
for 30-day HF readmissions (Centers for Medicare and Medicaid Services, 2015b). These 
financial penalties motivated health care providers and organizations to evaluate current 
practices, which subsequently led to the development and implementation of new strategies 
aimed at improving HF disease management.  
Improving the transition of care process is one strategy that has evolved over the past few 
years.  An abundance of research has been done to determine the effect of transitional care 
interventions on patient outcomes (Alberts, 2016; Feltner et al., 2014; Jung, Yeh, & Pressler, 
2012). Though many of these interventions are different, the focus is similar, including: patient 
DEVELOPING A GUIDELINE 
 
 
7 
education, medication reconciliation, facilitating communication among all health care members 
involved in the transition process, and establishing follow up (Feltner et al., 2014).  Feltner and 
colleagues (2014) performed a systematic review and meta-analysis of 47 trials to determine the 
efficacy of transitional care interventions on reducing readmissions and mortality for patients 
with HF. They found home-visiting programs and follow up with multidisciplinary HF clinics 
reduced all-cause readmission and mortality rates; additionally, structured telephone support 
interventions reduced HF related readmissions and mortality.  The authors also determined 
transitional care interventions did not increase caregiver burden (Feltner et al., 2014). 
The evolution of transitional care interventions has led to the development of 
multifaceted transition of care programs and models.  Alberts (2016) evaluated 23 transitional 
care programs and found eight common themes that should be considered during transitions of 
care for patients with HF. These themes include: planning for discharge; multi-professional 
teamwork, communication, and collaboration; timely, clear, and organized information sent to 
post-discharge provider; medication reconciliation and adherence; engaging social and 
community support groups; monitoring and managing signs and symptoms after discharge and 
delivering patient education, outpatient follow up, advanced-care planning, palliative, and end of 
life care.  All studies in the review targeted transitions of care from the hospital to home; 
moreover, six studies explicitly stated transitions to skilled nursing facilities (SNF) would be 
excluded.   The author concluded more large scale studies are needed to determine how transition 
of care interventions effect a broad population of HF patients (Alberts, 2016).  
Despite the fact that transition of care studies have yielded positive results, including 
decreasing readmissions and improving quality of life (Jung, Yeh, & Pressler, 2012), more 
information is needed. Previous studies did not focus on transitioning HF patients from the 
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hospital to SNFs; therefore, there is a significant gap in literature. Approximately 24 percent of 
patients discharged from the hospital following a HF exacerbation are discharged to a SNF 
(Allen et al., 2011; Jung, Yeh, & Pressler, 2012).  There are several reasons why emphasis 
should be placed on the transition of care from the hospital to SNFs for patients with HF. An 
observational analysis conducted by Allen and colleagues (2011) compared 30-day and one-year 
all-cause mortality and rehospitalization rates among 15,459 Medicare beneficiaries with HF, 
over the age of 65, who were discharged to home versus SNFs. The results were compelling. The 
study found 30-day readmission rates were higher for patients discharged to SNFs (27%) 
compared to those who were discharged home (23.5%).  Furthermore, the one-year mortality rate 
for patients discharged to SNFs was 53.5 percent compared to 29.1 percent for patients who were 
discharged home (Allen et al., 2011). This study stresses the need to improve the transition of 
care and management of patients with HF who are discharged to SNFs. Heart failure 
readmissions from SNFs are on the rise, likely because these patients are more fragile, have a 
greater disease severity, and multiple other comorbidities (Jung, Yeh, & Pressler, 2012). In 
addition, readmissions from SNFs are expensive, costing Medicare 4.3 billion dollars (Mor, 
Intrator, Feng, & Grabowski, 2010).   
In order to improve outcomes for HF patients discharged to SNFs and decrease health 
care spending, health care providers from both the hospital and SNF must work together. Soon, 
both hospitals and SNFs will experience Medicare penalties for readmissions related to HF.  In 
2017, under the Protecting Access to Medicare Act of 2014 (PAMA), SNF reimbursement will 
be based on performance scores, requiring SNFs to report readmission rates to Medicare’s 
Nursing Home Compare database, as well as to the Department of Health and Human Services 
(CMS, 2016a).  
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In 2015, the American Heart Association (AHA) and Heart Failure Society of America 
(HFSA) recognized the need to improve HF care in SNFs and published guidelines for HF 
management in SNF (Jurgens et al., 2015).  As a result of this population being understudied, the 
majority of recommendations in the guideline are based on expert opinion, case studies, and 
standards of care.  The guideline acknowledged poor communication from the hospital to the 
SNF as a barrier to optimal HF management; therefore, recommendations regarding specific 
components of HF management that should be communicated from the hospital to the SNF are 
included in the guideline (Jurgens et al., 2015). Untimely communication of important HF 
information will make it challenging for SNFs to provide guideline driven care. The Joint 
Commission recognizes poor hand-off communication as a critical patient safety problem 
estimating 80 percent of serious errors are linked to miscommunication between providers during 
transfer (Joint Commission, 2012).  In addition, studies have reported communication from the 
hospital to SNFs as problematic (Boxer et al., 2012; Dolansky, Hitch, Piña, & Boxer, 2013). 
Methods for improving communication between hospital-heart failure providers and providers at 
SNFs should be considered; furthermore, previous transition of care models should be evaluated 
to determine if methods of communication are transferable to the SNF setting. 
Review of Evidence 
A literature search was conducted using the keywords heart failure and skilled nursing 
facilities and/or nursing home. The Boolean operator “or” was used to expand the search to 
include studies that also captured the keyword transitional care. Search engines used included 
CINHAL, Medline, Science Direct, and PubMed.  For the purpose of this literature review, 
studies have been summarized into three categories. The first category includes a summary of the 
AHA/HFSA Guideline for the Management of Heart Failure in Skilled Nursing Facilities. The 
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second category contains studies aimed at improving HF care in SNFs. These studies were 
included because it was felt they offered insight to communication barriers and facilitators 
between hospitals and SNFs. Lastly, the third category summarizes evidence-based transition of 
care models.  These models were evaluated to determine if their methods of communication 
could be applied to patients transferring to SNFs.  
AHA/HFSA Guideline for Management of Heart Failure in Skilled Nursing Facilities 
The guideline published by the AHA and HFSA provided Level C evidence for HF 
management in SNFs (Jurgens et al., 2015). The guideline addressed multiple different aspects of 
HF care including: pharmacologic therapy, nursing management, diet, exercise, implantable 
electronic devices, transition of care, education, end of life, and quality improvement measures. 
Additionally, the components of HF management that should be communicated between 
hospitals and SNFs include such things as: ejection fraction, New York Heart Association 
functional class, type of HF, lab values, weight fluctuations and ideal weight, drug titration goals, 
appointed HF provider, and the patient’s risk for re-hospitalization. Per the guideline 
recommendations, institutions should update established written forms to include essential 
components of HF management (Jurgens et al., 2015).  
Heart Failure Studies Specific to Skilled Nursing Facilities  
Limited studies focused on improving transitions of care for HF patients who are 
discharged from the hospital to SNFs. Of the studies available, many focus on improving HF 
management in SNFs and have identified communication as a barrier to providing optimal HF 
care. Six studies were identified that focus on HF care in SNFs. Appendix A provides a detailed 
summary of the studies, including design, intervention, results, as well as barriers and facilitators 
to HF care.  
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Boxer and colleagues (2013) are currently conducting a randomized trial to determine 
outcomes of a HF disease management program in SNFs versus usual care. The program applies 
transition of care elements specific to HF and the National Priorities Partnership, Hospital to 
Home initiative, and the AHA Get with the Guidelines Program for transitions from hospital to 
home. The researchers developed the SNF Heart Failure-Disease Management Program (HF-
DMP) to apply hospital to home transition of care concepts to patients in SNFs. The SNF HF-
DMP includes seven elements of standardized HF care: documentation of left ventricular 
function, tracking of weight and symptoms, medication titration, discharge instructions, 7 day 
follow up appointment post SNF discharge, and patient education. The intervention will take 
place exclusively in the SNF setting. Researchers acknowledged the previously identified 
barriers to implementing change in SNFs, such as: staff turnover, variable HF knowledge, 
understaffing, variability in technology, and physician buy-in to participate in research (Boxer et 
al., 2013). The estimated completion date for this trial is December 2018 (U.S. National 
Institutes of Health, 2016).  
The Bridge Project by Boxer et al., (2012) incorporated many concepts specific to the 
AHA/HFSA guideline for HF management in SNFs. Over the span of two years, researchers 
evaluated four SNFs in the Greater Cleveland area.  The purpose of the study was to evaluate the 
current state of HF management in SNFs, including HF admissions, protocols, and staff 
knowledge.  After assessing the current state of HF management in SNFs, researchers found SNF 
admission coordinators did not receive or request HF specific information from the transferring 
hospital. Lack of identifying HF patients and tracking HF patients was evident. Established 
policies in SNFs were also found to challenge optimal HF management. Policies within the SNFs 
included weekly weights as opposed to daily weights and diets were based on patient preference 
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instead of the guideline recommended 2-gram sodium diet. Furthermore, staff knowledge 
regarding basic HF pathophysiology and management was problematic; as a result, researchers 
implemented a HF disease management program for SNF staff (Boxer et al., 2012).  
Buhr and Bengali (2014) performed a structured critical review of five cases involving 
patient transfers from their SNF to the hospital. The interprofessional team involved in the 
review process included certified nursing assistants, licensed practical nurses, registered nurses, 
social workers, administrators, and geriatric medicine fellows. The aim of the critical case review 
was to reduce the number of potentially avoidable hospitalizations, improve safety of transfers of 
unavoidable hospitalizations, establish goals of care for patients, and improve communication 
among SNF staff, providers, patients, and families. Seventy-two SNF staff members completed a 
survey that focused on communication and confidence in recognizing changes in acute and 
chronic illnesses. Results revealed 56.1 percent of staff felt they needed more HF education. In 
addition, respondents felt appropriate handoff communication occurred only 79.1 percent of the 
time (Buhr & Bengali, 2014).   
Dolansky et al., (2013) designed and implemented a quality improvement project in four 
SNFs.  Researchers acknowledged the barriers to HF care identified by Boxer and colleagues 
(2012), such as the lack of ability to identify HF patients in SNFs, lack of HF protocols, and need 
for staff education. Researchers used Kotter’s Change Management principles to guide project 
implementation. Multiple forms were implemented during the project, including a template for 
managing HF in SNFs, a HF Baseline Intake Form, and a standing HF order form. Adherence to 
HF management protocols was variable among the four sites, ranging from 17 percent to 82 
percent. SNFs that had project leaders or “champions”, as well as physician support, had better 
protocol adherence rates. Staff turnover and administrative culture were barriers to 
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implementation. Field notes from the study revealed HF Baseline Intake Forms were difficult to 
complete because information was not sent to the SNF from the hospital and staff did not know 
how to retrieve the information (Dolansky et al., 2013).  
 Jacobs (2011) conducted a study to evaluate the outcomes of a nurse case management 
led initiative to decrease HF readmission rates, improve care efficiency, reduce transcription 
errors, and customize and standardize communication between hospital and SNFs. Nurse case 
managers developed a phone call process to verify whether or not SNFs had implemented 
pertinent HF discharge orders (daily weights, sodium restriction, diuretic therapy, and follow up 
appointments); the process also allowed for enhanced communication through the opportunity to 
clarify HF orders. The study resulted in a decrease in readmission rates from 30 percent to 11.32 
percent; in addition, relationships between facilities were strengthened (Jacobs, 2011).   
A quality improvement project by Martinen and Fruendl (2004) aimed to improve HF 
care in SNFs and assisted living facilities. A protocol for monitoring HF was developed by an 
interdisciplinary team consisting of the facility medical director, director of nursing, and nursing 
unit leaders. Heart failure quality metrics such as: ejection fraction documentation, use of ACE 
inhibitors, standardization of HF nursing assessment, effectiveness of acute HF treatment, 
vaccine rates, and patient education were tracked. Overall, authors felt the protocol strengthened 
the continuum of care between hospitals and post-acute settings. However, challenges were 
identified in this project. At baseline, only 19 percent of SNF patient records contained 
documentation of ejection fraction. Over time, researchers improved the rate of documentation to 
66 percent by calling hospitals and asking reports to be faxed to the SNF (Martinen & Freundl, 
2004).   
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All of the six studies previously mentioned address the need for timely, comprehensive 
communication of HF care between hospitals and SNFs. Remarkably, the study conducted by 
Jacobs (2011) is the only study designed to improve hospital communication to SNFs for patients 
with HF. The remaining studies focused on the SNF’s ability to retrieve HF information from the 
discharging hospital.  Jacobs (2011) demonstrated follow up phone calls and written forms of 
communication from the hospital to SNFs greatly impacted readmission rates for patients with 
HF; thus, this study implies effective communication from the hospital is an essential component 
to improving patient outcomes.  
Transitions of Care Models 
Transitions of care models emphasize the importance of timely, organized, and 
multidisciplinary communication between HF providers (Alberts, 2016).  The Joint Commission 
recognizes the following models as being evidence-based and therefore they were included in 
this review: the Care Transitions Intervention (CTI); Transitional Care Model (TCM); Better 
Outcomes for Older Adults through Safe Transitions (BOOST); Reengineered Hospital 
Discharge Program (Project Red), and the Bridge Model (The Joint Commission, 2012). The 
Joint Commission did not recognize the State Action on Avoidable Rehospitalizations (STARR) 
model or INTERACT; however, both have been implemented in HF care transitions. Therefore, 
these models will also be included in the review.  Appendix B contains a table summarizing 
these models.  
Of the transition of care models reviewed, four addressed transfers to SNFs, including 
Project BOOST (Hansen et al., 2013), INTERACT (Ouslander et al., 2011), STARR (Institute 
for Healthcare Improvement, 2013), and Care Transitions Intervention (Coleman, Parry, 
Chalmers, & Min, 2006). INTERACT strictly focuses on reducing transfers from SNFs to 
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hospitals (Ouslander, et al., 2011). The program has numerous tools available to improve 
bidirectional communication between hospitals and SNFs; however, tools are not disease 
specific. Additionally, INTERACT utilized care pathways to guide SNF providers in health care 
decision making for high-risk patients, including a care pathway specific to HF (Ouslander, et 
al., 2011). The STARR Model also utilizes tools to facilitate communication between health care 
providers; however, these tools are from other resources such as BOOST and Hospital to Home 
(Institute for Healthcare Improvement, 2013).  
The Care Transitions Intervention (CTI) was evaluated in a randomized, controlled trial 
led by advanced practice nurses (APN) (Coleman, et al., 2006). The project focused on patients 
who were discharged home; however, if patients were discharged to SNFs, APNs would make 
weekly visits or phone calls to the SNF. These interventions improved the communication of 
vital health care information during the transfer process. In addition, patients were encouraged to 
maintain a personal health record to further improve the transition of health care information to 
community providers. For patients discharged home, APNs made home visits within 48 to 72 
hours, as well as follow up phone calls. The Care Transitions Intervention led to a four percent 
decrease in readmission rates compared to the control group (Coleman et al., 2006). 
Project BOOST consists of five tools that aid in improving the transition from the 
hospital to home (Society of Hospital Medicine, 2016). Additionally, the project briefly 
describes transfers to SNFs. Although the project does not contain tools to guide SNF transfers, 
the project describes methods to identify issues within those transfers. Mentors of Project 
BOOST are available to assist institutions in developing a strategic plan to overcome the 
challenges of transferring patients to SNFs (Society of Hospital Medicine, 2016). Timely 
completion of discharge summaries is also a component of Project BOOST.  Hansen and 
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colleagues (2013) studied the effect of Project BOOST and discovered only four out of eleven 
institutions were able to implement a strategy for timely completion of discharge summaries.  
Although Project Red and The Bridge Model did not address transfers to SNFs, both 
added to the body of evidence suggesting post hospital follow-up phone calls lead to positive 
patient outcomes. The Bridge Model was evaluated in a randomized, controlled trial that proved 
follow-up phone calls improve patient compliance with follow up appointments (Altfeld, et al., 
2013). Furthermore, the Transitional Care Model (TCM) utilized APNs to follow-up with 
patients in their home within 24 to 48 hours post hospital discharge; APNs were also available 
via phone for patient calls seven days a week (Naylor et al., 2004).  Naylor and colleagues 
(2004) evaluated the TCM in a randomized, controlled trial of 239 patients with HF; the 
intervention resulted in a 13.7 percent reduction in rehospitalizations.  
In summary, the AHA/HFSA’s guideline for Management of Heart Failure in Skilled 
Nursing Facilities recommends HF specific information be communicated by the hospital to the 
SNF (Jurgens et al., 2015). All of the six studies in this review that evaluated HF care in SNFs 
identified handoff communication from the hospital as problematic. In order for SNF providers 
to successfully implement HF guidelines, hospital providers must effectively and efficiently 
communicate HF specific information at the time of transfer. Of the transition of care models 
reviewed, the Care Transitions Intervention was the only model to address transfers to SNFs. The 
INTERACT transition of care model uses handoff tools as a method to improve communication 
between hospitals and SNFs; however, these tools are not specific to HF management (Ouslander 
et al., 2011). Moreover, follow up phone calls have demonstrated positive results for patients 
transferring to SNFs (Coleman et al., 2006; Jacobs, 2011); therefore, phone call interventions 
should be considered in future studies.  
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Problem Statement 
More studies focusing on improving the transition of care process for HF patients 
discharged from the hospital to SNFs are needed. Enhanced communication among multiple 
disciplines is a key component of successful care transitions. It is hypothesized that a guideline 
driven provider-to-provider handoff tool for HF patients will improve communication between 
HF specialty providers and providers at SNFs; as a result, SNFs will be better equipped to 
implement guideline directed HF care.  
Purpose/Objectives/Aims 
 The purpose of this project is to improve communication between HF providers at a large 
urban hospital and providers who care for HF patients at SNFs. Specific objectives are as 
follows: develop a guideline driven provider handoff tool for patients with HF; evaluate the 
implementation process of the provider handoff tool; evaluate whether or not the tool had an 
effect on SNF provider adherence to guideline directed care for HF; and increase awareness of 
the AHA/HFSA guideline for the Management of Heart Failure in Skilled Nursing Facilities.  
Theoretical Model 
 
Implementation Theory 
 
The Iowa Model of Evidence-Based Practice to Promote Quality Care has been used in a 
variety of health care settings to guide implementation of research findings into practice (Titler et 
al., 2001). Many evidence based practice models exist to help guide research implementation. 
The Iowa Model focuses on practice change within an organization and is based on problem 
solving through a scientific process, which encompasses a step-wise approach to making 
decisions that affect patient outcomes (Dang, Melnyk & Fineout-Overholt, 2015). Nurses from 
the University of Iowa Hospitals and Clinics originally developed the Iowa Model in 1994; it 
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was then revised in 2001 to incorporate other types of evidence in the research process 
(University of Iowa Hospital and Clinics, 2016).  The revised model encourages clinicians to use 
case reports, theory, scientific principles, and expert opinion when research is not available to 
guide evidence based practice change (Titler et al., 2001). In June of 2015, the model was again 
revised; however, the revised version omitted the use of such types of evidence within the 
algorithm.  These additional sources of evidence were felt to provide meaningful information to 
the overall scholarly project; therefore, the 2001 version of the Iowa Model was used to guide 
project implementation. 
Titler and colleagues (2001) describe the multiple steps and decision making process 
within the Iowa Model. The first step is to identify a problem or knowledge-focused trigger that 
stimulates a need for change. Next, the clinician must determine if the problem or knowledge 
trigger is a priority for the organization. Once priority is determined, a team of interdisciplinary 
stakeholders is formed. The team then assembles and analyzes research findings. At this point, a 
critical decision point within the model is reached. The team must determine if there is sufficient 
research to support the practice change, if so, a pilot study is conducted. If there is insufficient 
research available, other types of evidence such as case reports, expert opinion, scientific 
principles, and theory are explored. After piloting the practice change, another critical decision 
point is reached. At this stage, the team must determine if practice change is appropriate for the 
organization. The final steps in the Iowa Model are to institute change into practice, monitor and 
analyze structure, process, and outcomes data, and disseminate results (Titler et al., 2001). Titler 
and colleagues (2001) highlight the importance of evaluating and reporting structure, process, 
and outcomes data to stakeholders within an organization in an effort to demonstrate the value of 
evidence based practice change.  
DEVELOPING A GUIDELINE 
 
 
19 
Instituting evidence based practice change within a large hospital organization can be 
challenging and complex. In an effort to improve patient care and outcomes, this scholarly 
project sought to develop, implement, and evaluate practice change, specifically targeting the 
handoff communication process between the hospital and SNFs. The Iowa Model guided the 
project leader through the necessary steps and decision-making processes in an effort to 
effectively implement research findings into practice.  
As previously discussed, the first step in the Iowa Model is to identify a clinical problem 
or knowledge-focused trigger within the literature (Titler et al, 2001). The project leader 
identified the AHA/ HFSA’s guideline for Management of Heart Failure in Skilled Nursing 
Facilities (Jurgens et al., 2015) as new knowledge; therefore, triggering a need for change in 
practice. In addition, communication between the hospital and SNFs was suboptimal. Because 
poor communication has been linked to poor patient outcomes and increased rehospitalizations, 
the problem was deemed a priority for the hospital organization. A team consisting of nursing 
and physicians experts was then formed. The project leader conducted a systematic review of the 
literature and determined there was insufficient evidence to support the practice change. Case 
reports, scientific principles, theory, and expert opinion were explored. Once sufficient evidence 
was gathered, a pilot study was designed and implemented. Data analysis is an important step in 
determining if practice change should be adopted. The Iowa Model emphasizes the importance 
of monitoring, analyzing, and reporting structure, process, and outcomes data (Titler et al., 2001).  
However, the model does not provide detailed recommendations on how to perform an 
evaluation of structure, process, and outcomes. As a result, the Iowa Model was modified to 
better suit the scholarly project. Donabedian’s Structure Process and Outcomes (SPO) evaluation 
model was integrated into the evaluation phase of the Iowa Model to provide a more 
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comprehensive project evaluation. Appendix C, Figure 1 illustrates the modifications made to the 
evaluation phase of the Iowa Model and represents the incorporation of Donabedian’s SPO 
evaluation model.  
 
Evaluation Theory 
 
Donabedian’s SPO conceptual model was developed in 1966 as a systematic and 
objective way to measure and evaluate health care quality (Donabedian, 1966).  The SPO Model 
has been used for over four decades and has provided a framework for numerous quality 
improvement projects throughout a variety of clinical settings; additionally, the SPO Model 
evaluates health care quality based on three principle approaches: the structure of care, the 
process of care, and the outcomes of care (Brosnan, 2012). Donabedian determined all three 
approaches could be evaluated independently or in combination in an effort to appraise health 
care quality (Donabedian, 1966). 
According to Donabedian (1966) the first pathway in the SPO Model is to assess 
structure. Structure refers to environmental variables such as: administrative support, staffing, 
supplies, barriers to access of care, and patient characteristics. The next pathway includes 
analyzing the process of health care delivery, including the patient-provider relationship. The 
SPO Model assumes there is a link between provider-patient interactions and outcomes of care. 
Process evaluation determines whether or not health care is organized, timely, and appropriate. 
Lastly, the final pathway encompasses evaluation of health care outcomes. Outcome evaluation 
is important because it provides objective data.  Outcomes are measurable and may be general or 
specific (Donabedian, 1966).  
According to Brosnan (2012) one challenge with using the SPO Model is determining 
whether or not there was a valid cause and effect; therefore, careful interpretation of outcomes is 
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important.  In an effort to overcome this challenge, the SPO model was applied to the scholarly 
project prior to the evaluation of outcomes. The SPO Model guided a formative and summative 
evaluation to determine the effect of the provider-to-provider handoff tool on improving the 
quality of health care delivery for patients with HF who transfer to a SNF. The structure of health 
care delivery was assessed based on the following: administrative support, physician support, 
staffing, the electronic medical record system, and the HF clinic phone messaging system. The 
process of health care delivery was determined by appraising the following six elements: the 
interactions between the hospital and SNF, the number of handoff forms used during the pilot 
phase, computerized order entry of hospital discharge orders, the HF clinic phone triage protocol, 
follow up phone calls to the SNF, and accuracy of hospital discharge orders. Lastly, SNF 
adherence to guideline directed HF care was the overall outcome under evaluation. Adherence 
was measured by the SNFs self-report of HF order implementation during a structured follow up 
phone call survey (Appendix D).   
 Combining the Iowa Model of Evidence-Based Practice to Promote Quality Care and 
Donabedian’s SPO Model provides a comprehensive approach to designing, implementing, and 
evaluating quality improvement projects. Together, the two models aid in identifying the impact 
of multiple disciplines to promoting quality health care. The models allowed the project leader to 
recognize the impact multiple disciplines may have on the overall outcome of the scholarly 
project. Administrative leaders, physician staff, nursing, case management, physical therapy, and 
informatics all have an important role in improving the transition of care between the hospital 
and SNFs for HF patients. Administrators must support an innovative organizational culture and 
structure. Physicians, nurses, and case managers from both institutions must be willing to 
collaborate with each other. Physical therapists must accurately identify patients who require 
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skilled nursing care post hospital discharge. Lastly, the informatics team must be willing to 
actively participate in identifying opportunities to use technology to improve the transmission of 
pertinent health information between the hospital and SNFs.  Improving the quality of care for 
patients who transfer to a SNF will require a multidisciplinary approach. The Iowa Model takes 
into account the challenges of implementing change in a large institution; in addition, 
Donabedian’s SPO Model captures characteristics within an organization that can serve as 
barriers or facilitators to change. Together, the two models provide a comprehensive framework 
for implementing and evaluating quality improvement projects. 
Project Design 
This project was designed as a nurse practitioner led, quality improvement initiative to 
improve adherence to guideline directed HF care in SNFs for patients discharged from the HF 
service to a SNF.  It was hypothesized that enhanced communication between providers would 
improve adherence to guideline directed HF care. The project leader developed, implemented, 
and evaluated an evidence-based, standardized HF handoff tool (Appendix E) for patients 
transitioning from the hospital to SNFs.  The tool was created based on the AHA/HSFA’s 
guideline for Heart Failure Management in Skilled Nursing Facilities (Jurgens et al., 2015). A 
mixed methodology approach was used to evaluate qualitative and quantitative data. 
Donabedian’s SPO Model was used as a systematic and objective method to evaluate the quality 
of the transition of care and communication process between hospital HF specialists and 
providers at SNFs. Quantitative and qualitative inferential statistical analysis were used to 
determine whether or not the HF handoff tool had an effect on adherence to guideline directed 
HF care in SNFs.  The project was reviewed by Belmont University’s Institutional Review Board 
(IRB) and was verified as exempt.   
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Clinical Setting 
The study was conducted at a large, not-for-profit hospital located in Tennessee. The 
hospital employs over 1700 associates and 750 physicians. Comprehensive health care services 
are available to patients over the age of 18.  Cardiac care is the largest division within the 
hospital organization. Numerous subspecialties exist within the cardiac division, including a 
comprehensive heart failure program. The comprehensive HF provider team consists of four HF 
physicians and five APNs.  
The comprehensive HF provider team collaborates with hospital administrators monthly 
to review HF quality metrics, including readmission rates. According to the Centers for Medicare 
& Medicaid Services Hospital Compare website (2015a), HF readmission rates at the hospital in 
the 2015 fiscal year were no different than the national average (21.9 percent). In an effort to 
decrease HF readmission rates, a multidisciplinary HF Task Force Committee was formed.  As 
way to improve care transitions, the hospital is also working to build a partnership with a large 
SNF organization.  
Project Population 
 
This quality improvement project was implemented from September 2016 through 
January 2017.  Patients discharged to a SNF were identified using a purposeful, nonprobability, 
and convenience sampling technique. This sampling method was chosen because the project 
targeted a specific patient population within the hospital (patients discharged from the HF 
service to a SNF).  In addition, as an APN with the HF team, the project leader was able to 
evaluate and include all patients discharged to SNFs in the quality improvement project.   
The purpose of this project was to improve adherence to guideline directed HF care in 
SNFs through enhanced communication between hospital HF specialists and providers at SNFs; 
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thus, only patients who were seen by a HF specialist and subsequently discharged to a SNF were 
included. SNF was defined as a post-acute care institution that provides 24-hour skilled nursing 
care to residents; this definition was adopted from the Centers for Medicare and Medicaid 
Services (2016b).  Heart failure patients who were discharged to an inpatient rehabilitation 
facility (IRF) were excluded from the project because the environment at these facilities is 
different from that of a SNF. The Center for Medicare and Medicaid Services (CMS) requires 
close medical supervision at an IRF by a physician with specialized training and requires more 
registered nurses to be on staff (American Hospital Association, 2015).  Because this project 
targeted the organizational and environmental barriers specific to SNFs, patients who were 
discharged to IRFs were excluded.  
In addition, patients with advanced HF who underwent heart transplantation or had a left 
ventricular assist device were excluded. The discharge process for patients with a heart transplant 
or a left ventricular assist device involves collaboration among multiple disciplines, including 
nurse coordinators who continue to follow the patient after discharge.  Due to the complexity of 
these patients and already established discharge protocols, patients with a heart transplant or left 
ventricular device were excluded.  
Twenty-one patients discharged from the HF service between September 2016 and 
January 2017 met inclusion criteria and were included in the project. The twenty-one patients 
were discharged to different SNFs throughout Tennessee; however, the majority of patients were 
discharged to SNFs that had established partnerships with the hospital.  
Sources of Data/Data Collection Instruments 
 
 Prior to collecting data, the project leader developed a provider-to-provider handoff tool 
specifically for HF patients discharged to a SNF (Appendix E). Standardized handoffs between 
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providers have been proven to decrease medical errors and improve patient safety (U.S. 
Department of Health and Human Services, 2016).  Transition of care models such as 
INTERACT, Project-RED, Project-Boost and STARR include standardized handoff forms; 
however, none are specific to HF patients transferring from the hospital to a SNF. Nonetheless, 
reviewing these models was an imperative step to the project leader’s ability to develop the 
evidenced-based HF handoff tool. Additionally, the project leader reviewed the AHA/HFSA’s 
guideline for Heart Failure Management in Skilled Nursing Facilities; the guideline 
recommended specific components of HF management to be communicated from a hospital to a 
SNF (Jurgens et al., 2015).  The project leader created the HF handoff tool based on guideline 
recommendations, concepts from transition of care models, and evidenced-based research 
describing standardized handoffs.  Construct validity of the HF handoff tool was tested prior to 
project implementation. Providers at SNFs and hospital HF providers reviewed the HF handoff 
tool for applicability and ease of use. Currently, no HF specific provider-to-provider handoff 
tools targeting the transition from the hospital to a SNF have been identified in the literature.  
Therefore, the HF handoff tool is innovative and unique.  
 Two Likert survey questionnaires captured baseline information regarding the level of 
communication between hospital HF providers and providers at SNFs. Survey One (Appendix F) 
was administered to SNF physicians and APNs who receive patients from the discharging 
hospital. The purpose of Survey One was to identify gaps in communication, needs for 
improvement, and willingness to collaborate with a HF specialist. Survey Two (Appendix G) 
was given to registered nurses in the Comprehensive Heart Failure Clinic. The purpose of Survey 
Two was to evaluate the degree in which providers at SNFs contacted the HF clinic with 
questions or concerns. The decision to survey registered nurses in the HF clinic was based on the 
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project leader’s knowledge of the clinic operations. The registered nurses in the clinic triage all 
patient related phone calls. Identifying the volume and context of phone calls received from 
SNFs was perceived to be important baseline information for this project.  
Both surveys asked respondents to rate answers on a four point Likert scale; therefore, 
the measurement scale was ordinal.  In addition, respondents were asked to provide demographic 
information such as age, job title, years of experience, and gender. The project leader developed 
both surveys. In an effort to increase construct validity, the surveys were reviewed with the 
hospital HF physicians and Belmont University faculty members prior to administration.  
 A structured phone call survey (Appendix D) was developed by the project leader to 
measure adherence to guideline directed HF care.  Follow up phone calls are a part of many 
transitional care models and have shown to improve patient self-care, continuity of care, 
medication adherence, and compliance with follow up appointments (Alberts, 2016).  After 
reviewing examples of structured follow up phone calls, it was felt that elements from those 
phone calls could be applied to the hospital to SNF transition for patients with HF.  Therefore, 
the project leader developed the following structured phone call questions: has the patient been 
placed on a two gram sodium diet; has the patient been placed on a 2000 milliliter fluid 
restriction; are daily weights ordered for the patient; what labs have been ordered for the patient 
and when will they be drawn; is the patient on a diuretic (if yes, what is the medication name, 
dose, and frequency); and who is the patient’s heart failure specialist? The HF handoff tool 
included all information necessary for the SNF provider to answer the structured phone call 
questions. Guideline recommendations for sodium restrictions, fluid restrictions, and daily 
weight monitoring are outlined in the AHA/HFSA guideline for Management of Heart Failure in 
Skilled Nursing Facilities (Jurgens et al., 2015); questions one, two, and three assessed 
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adherence to these recommendations. Question four assessed the ability and or willingness of the 
receiving provider to implement lab testing that was recommended by the HF specialist at 
hospital discharge. This measure was included in the study based on the guideline 
recommendation to obtain follow up lab testing three to seven days after initiation or titration of 
diuretics (Pickerman et al., 2013).  Question five evaluated accuracy of medication transcription. 
Lastly, question six assessed the SNFs ability to identify the patient’s HF specialist, a crucial 
step in bidirectional communication and provider-to-provider collaboration.  
 Electronic medical records (EMRs) improve the quality and efficacy of patient care 
through documentation of individual patient information; in addition, they function as a data 
storage system to allow organizations to evaluate practice outcomes and quality of care (Hickey 
& Brosnan, 2012). The patient’s EMR was used in this project to identify information regarding 
the patient’s discharge disposition, as well as to document follow up phone calls made to the 
SNFs.  The project leader was also able to review documentation in the EMR such as: length of 
time to complete a discharge summary, provider order entry, nurse transcription of discharge 
orders, and transfer to facility forms. This review provided insight into the barriers and 
facilitators to timely and effective communication between hospital HF specialist and providers 
at SNFs.  
In order to successfully implement a quality improvement project, one must understand 
key processes within an organization; specifically one must know what is being done and how it 
is being done (U.S. Department of Health and Human Services, 2011). Thus, this project utilized 
Donabedian’s SPO Model to evaluate the communication process between hospital HF specialist 
and providers at SNFs. Donabedian’s model identified three pathways for evaluation; structure, 
process, and outcomes (Brosnan, 2012). In this project, the evaluation of structure included 
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variables such as: administrative support, staffing, supplies, barriers to care, and patient 
characteristics.  Process evaluated the methods of health care delivery; therefore, the project 
leader reviewed methods of communication between providers. Lastly, evaluating outcomes was 
the final pathway in Donabedian’s model. Outcomes are measurable and may be general or 
specific (Brosnan, 2012).  For the purpose of this project, SNF adherence to guideline directed 
HF care was the primary outcome measured.   
Data Collection Process/Procedure  
  
Initially, the project was designed to evaluate pretest-posttest survey data from providers 
at three local SNFs. The project leader visited three local SNFs prior to implementing the HF 
handoff tool to gather baseline information. After informed consent was obtained, five providers 
completed Survey One (Appendix F). Survey data was also collected from registered nurses at 
the Comprehensive Heart Failure Clinic. After informed consent was obtained, four registered 
nurses completed Survey Two (Appendix G). During the evaluation period from May to August, 
only one patient was discharged to one of the three appointed SNFs.  Therefore, the project was 
redesigned and expanded to include patient discharges to all SNFs. The collected survey data 
was used as background information, instead of the initial data of a pre-post design.  
 A quasi-experimental design was used to test the effect of the HF handoff tool on adherence 
to guideline directed HF care in SNFs. The HF handoff tool was completed and transferred with 
half of the patients discharged from the HF service to a SNF between September 2016 and 
January 2017; this cohort served as the interventional group. A letter explaining the purpose of 
the tool was sent with the HF handoff tool to the receiving SNF at the time of patient transfer 
(Appendix H). The control group consisted of patients who transferred without the letter and HF 
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handoff tool. Both the control group and interventional group received structured follow up 
phone calls by the project leader.  
Adherence to guideline directed HF care in SNFs served as the dependent variable. It was 
hypothesized that the HF handoff tool would improve communication between HF specialists 
and providers at SNFs.  Heart failure specialists routinely recommend guideline directed HF care 
at hospital discharge; however, many communication barriers exist during patient transfers to 
SNFs. Overcoming communication barriers would ultimately lead to improved adherence to 
guideline directed HF care in SNFs. To determine if the HF handoff tool was in fact effective, 
the project leader made structured follow up phone calls (Appendix D) to the SNF within one to 
two days following hospital discharge. During the call, the project leader identified herself as a 
nurse practitioner working with the Comprehensive Heart Failure Program and then asked to 
speak with the staff nurse caring for the patient. Patient information was kept confidential and 
secure per the Health Insurance Portability and Accountability Act (U.S. Department of Health 
and Human Services, 2015).  
Structured follow up phone call responses were recorded on a data collection spreadsheet.  
Details regarding the follow up phone call were also documented in the patient’s EMR. In 
addition, the specific SNF to which the patient transferred was recorded. SPSS was used to 
analyze data, specifically using descriptive analysis, mean, standard deviation, Chi Square, and 
the Mann-Whitney Test. The Mann-Whitney U Test was selected based on the small sample size, 
ordinal measurement scale, and the need to evaluate the difference among the control group and 
intervention group (Plichta Kellar & Kelvin, 2013).  Lastly, qualitative-descriptive information 
was recorded during the structured follow up phone call. This information was tracked to provide 
insight into the structure, process, and outcome of this project.  
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Results 
Background Assessment 
 
The purpose of Survey One was to determine gaps in communication, needs for 
improvement, and willingness to collaborate with a HF specialist between the discharging 
hospital and receiving SNF. Of the three SNF approached, only one facility agreed to participate.  
From the one SNF agreeing to participate, five providers completed the survey. The providers 
ranged from 39 to 60 years of age (M=49.8).  The provider’s years of experience caring for 
patients with HF ranged from 4 to 30 (M=17.2). The majority (4) of providers were female nurse 
practitioners. See Table 1 for a detailed description of provider demographics.  
Average scores and standard deviation for each of the seven questions in Survey One 
were computed and analyzed. In summary, the majority of providers (4) felt they were rarely 
able to determine the patient’s ejection fraction, cardiologist, or stage of HF based on the written 
documents they received at the time of transfer. Three out of five providers felt prepared to care 
for patients with HF and felt comfortable titrating HF medications. All providers felt HF goals 
were rarely or never communicated to them in writing during transfer. All but one provider 
reported willingness to consult with the patient’s HF specialist for worsening HF symptoms. A 
detailed summary of Survey One results can be found in Table 2.   
The purpose of Survey Two was to determine methods of communication between the 
HF clinic and SNFs. Four out of six registered nurses in the HF clinic completed Survey Two. 
Demographic and clinical characteristics for the clinic nurses can be found on Table 3. Average 
scores and standard deviation for each of the seven questions were analyzed.  Overall, nurses felt 
they rarely received phone calls from providers at SNFs; however, nurses felt they often received 
phone calls from patients or their family members. Survey results also indicated nurses rarely felt 
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they received notification from the SNF or the patient when patients were discharged. Detailed 
results of Survey Two can be found in Table 4.  
Characteristics of the Hospital Discharge Process and Discharge Demographics 
Among the 21 discharges, 12 (57.1%) were discharged to SNFs who had an established 
partnership with the hospital.  Follow up phone calls were made to the receiving SNF by the HF 
nurse practitioner for all 21 patient discharges. Average call time was 6.85 minutes. During 
phone call interviews, all nurses agreed to verify HF orders. A call log was kept to capture 
qualitative data regarding the context of the phone call, as well as information regarding the 
transition process. Overall, calls were well received by the nursing staff.  Positive statements 
such as: “Thank you for checking in with us”; “I will let the patient know you called”; “Thank 
you for verifying these orders” were communicated by SNF nurses to the HF nurse practitioner.  
In regards to the transfer process, it was noted during the phone call that many nurses (76%) 
were unable to determine the patient’s HF clinic follow up appointment. After the HF nurse 
practitioner stated the appointment date and time, six nurses explicitly stated they would enter 
the appointment into the computerized system and notify case management. In addition, the 
phone calls led to the identification of twenty-two guideline directed HF orders that were missing 
or incomplete within the intervention and control group combined. All SNF nurses stated they 
would clarify the missing orders and enter them into the patient’s chart as appropriate.  Lastly, it 
was determined not all facilities were capable of providing a two-gram sodium diet. Of the 21 
patients evaluated, 14 received a sodium-restricted diet. Based on nurse responses, 8 of these 
patients were on a two-gram sodium diet and 6 were on a low sodium diet.  
As seen on Table 5, the hospital discharge process evaluation revealed the hospitalist 
service discharged 8 of the 21 patients (38%), the cardiology service discharged 5 (23%), and the 
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HF service discharged 8 (38%) patients. All 21 charts were reviewed to determine whether or not 
discharging providers ordered a sodium restriction, two-liter fluid restriction, daily weights, and 
follow up labs. None of the providers ordered all four guideline directed treatments using 
computer order entry. This resulted in none of the SNFs receiving comprehensive guideline 
directed orders from the discharging hospital on the standard transfer to facility form. However, 
it was found that all transfer to facility forms listed HF as a discharging diagnosis. In addition, 16 
(76.2) discharge summaries were completed on the day of transfer. Thirteen of the 21 patients 
were discharged from the cardiac unit. All patients had a follow up with the HF clinic arranged 
prior to transferring to the SNF; 11 (52.4%) patients attended their follow up appointment. The 
average follow up time was 11.3 days (Range = 7 to 18). None of the 21 patients in the pilot 
study were readmitted to the discharging hospital within 30 days of transfer.   
Adherence to Guideline Directed Heart Failure Care  
Table 6 describes the association between adherence to guideline directed HF care and 
use of the handoff form. Chi-square analysis was computed for five of the six components of 
guideline directed care. There was 100 percent adherence to diuretics; therefore, Chi-square 
analysis was not indicated. No statistical significance difference was found between the use of 
the handoff form and adherence to a sodium restricted diet, two-liter fluid restriction, daily 
weights, labs, or identification of HF specialist. Next, a summing variable was created by 
compiling adherence to all six elements of HF care into one group and comparing the mean of 
the intervention group (handoff form) to the mean of the control group (no handoff form). The 
Mann-Whitney U test determined there was no significance between overall adherence to 
guideline directed HF care and the handoff form (Mann-Whitney U= 0.942).   
DEVELOPING A GUIDELINE 
 
 
33 
Table 7 shows the association between adherence to guideline directed HF care and the 
presence of a partnership between the discharging hospital and receiving SNF. No statistical 
significance was observed between the presence of a partnership and adherence to a sodium 
restricted diet, two-liter fluid restriction, daily weights, labs, or identification of HF specialist. 
Furthermore, a Mann-Whitney U Test found no statistical significance between overall 
adherence to guideline directed HF care and the presence of a partnership (Mann-Whitney U= 
1.0).   
Lastly, Table 8 displays the association between adherence to guideline directed HF care 
and completion of the discharge summary at the time of transfer. A Mann-Whitney U Test was 
computed and there was no significance found between overall adherence to guideline directed 
HF care and completion of the discharge summary (Mann-Whitney U= 0.107).  However, a Chi-
square analysis showed a statistical significant difference between patients who had a discharge 
summary completed at the time of transfer and adherence to a 2 liter fluid restriction (p=.011) 
and daily weights (p=.025) when compared to patients who did not have a discharge summary 
completed at the time of transfer.  
                                                          Discussion 
Bi-Directional Communication 
Background survey results revealed SNF providers felt they rarely received information 
such as the patient’s ejection fraction, stage of heart failure, or goals of care. Interestingly, SNF 
providers also reported rarely being able to identify patients who were established with a 
cardiologist. This pilot study found only 5 out of 21 SNF nurses were able to identify the 
patient’s HF specialist based on information sent at the time of transfer, therefore, confirming the 
background survey results. Given this finding, it is no surprise HF clinic nurses reported rarely 
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receiving phone calls from SNF providers or notification when patients were discharged home 
from a SNF. The results from the background surveys and the pilot project confirms the 
published evidence that effective bi-directional communication can improve patient outcomes; in 
addition, these results support knowledge regarding the current inadequacy of documented 
communication between hospitals and SNFs.  
Structure-Process-Outcomes Evaluation 
Donabedian’s Structure Process and Outcome (SPO) model (Donabedian, 1966) has been 
widely used to evaluate the quality of health care delivery. The SPO model was used in this 
study to determine the effects of hospital structure and process on outcomes for patients with HF 
transitioning to a SNF. The results of this study indicated the overall hospital structure affected 
the transition of care process, and ultimately the SNF’s ability to adhere to guideline driven HF 
care. The process of computer order entry by the hospital-discharging provider was identified as 
problematic. Of the 21 discharges evaluated, none of the hospital providers entered all guideline 
directed HF orders (sodium restricted diet, fluid restriction, daily weights, and follow up labs) at 
the time of hospital discharge. Thus, SNFs did not receive adequate HF care recommendations. 
Because the 21 discharges were fairly equally distributed among services and hospital units, 
hospital wide improvements could be made to increase compliance regarding computer order 
entry of guideline driven HF care at the time of discharge. Creating an electronic discharge order 
set specific to HF may improve order entry compliance rates by saving the discharging provider 
time and standardizing the discharge process to SNFs.  
It is worth noting that none of the 21 patients in this pilot study were readmitted to the 
discharging hospital within 30 days of transfer to SNFs. Although communication barriers were 
identified within the transfer process, it is possible the pilot study follow up phone calls to SNFs 
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played a role in overcoming the communication barriers and preventing readmissions. The 
follow up phone calls made by the HF nurse practitioner averaged 6 minutes in length, but led to 
22 HF order clarifications. In addition, phone calls provided an opportunity for SNFs to identify 
patients who were established with the HF clinic. These results add to the growing body of 
evidence that follow up phone calls contribute to improved care and communication between 
hospitals and SNFs (Coleman et al., 2006; Jacobs, 2011). In addition to the follow up phone calls, 
it should be acknowledge that all of patients in this study were established with a comprehensive 
HF clinic. This is important given the fact that previous randomized controlled trials have 
demonstrated positive outcomes, including decreased readmission rates and improved mortality, 
for HF patients who are established with specialized HF clinics (Feltner et al., 2014; McAlister, 
Stewart, Ferrua, McMurry, 2004). Because the multidisciplinary strategies implemented in this 
pilot study demonstrated positive outcomes and are consistent with previously published 
evidence, these strategies should be further evaluated in a larger patient population.  
Adherence to Guideline Directed HF Care 
 Restricting dietary sodium is a critical component to managing HF symptoms. According 
to previous studies, not all SNFs are capable of providing a two-gram sodium restricted diet 
(Dolansky, Hitch, Pina, & Boxer, 2013; Jacobs, 2011; Jurgens et al., 2015).  However, the 
AHA/HFSA’s guideline for Heart Failure Management in Skilled Nursing Facilities recommends 
the less restrictive “reduced sodium” diet for SNF patients with symptomatic HF (Jurgens et al., 
2015). Of the 21 patients evaluated, nurses reported eight patients in the study received a two-
gram sodium diet and six received a low sodium diet. Since sodium restriction is somewhat 
controversial in the literature, there should be less criticism towards the ability of SNFs to 
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provide a two-gram sodium diet. Sodium-restricted diets should be emphasized for this patient 
population.  
It was hypothesized that a HF handoff tool would improve adherence to guideline 
directed HF care in SNFs. This pilot study found there was no statistically significant difference 
between adherence to guideline directed HF care in SNF and the use of a HF specific handoff 
tool. Nevertheless, because this study was conducted over a short period of time, it is possible 
SNFs were not familiar with the handoff tool, therefore limiting its impact. The study did find 
some improvement in adherence to HF care for patients who were discharged to a SNF that had a 
partnership with the hospital; however, the difference was not statistically significant. Because 
the partnership between the hospital and select SNFs was less than six months in development 
and no mutual protocols were in place, it is possible time was a factor in this analysis.   
 Notably, there was an association between adherence to guideline directed HF care and 
the completion of the discharge summary at the time of transfer. Sixteen patients (76%) had a 
discharge summary completed at the time of transfer. There was a significant difference in 
adherence to 2-liter fluid restriction (p=.011) and daily weights (p=.025) when a discharge 
summary was complete. Although not statistically significant, more patients who had a discharge 
summary completed were placed on a sodium-restricted diet and had labs ordered appropriately 
compared to the other groups.  Hence, timely completion of the discharge summary has 
implications to improve communication between hospitals and SNFs, and ultimately improve 
adherence to guideline directed HF care.  Many studies have noted completing discharge 
summaries in a timely manner is challenging for many institutions (Al-Damluji et al., 2015; 
Bradley et al., 2012; and Hansen et al., 2013). Electronic discharge summaries may be a 
favorable solution to improving this process.  As technology and electronic medical records 
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advance, the opportunity to standardize discharge summaries for HF patients could be the answer 
to improving communication between hospitals and SNFs. 
Strengths and Limitations 
Stakeholder support facilitated successful implementation of this project. At the time of 
project development, a system wide, hospital initiative was underway to improve the quality of 
care and outcomes for patients with HF.  Specifically, the hospital was in the process of building 
a partnership with a large SNF corporation. There was a culture supporting innovative 
improvements specific to patients with HF. Thus, this project was well supported by 
administration, physicians, and hospital staff. However, the results of this study should be 
viewed in lieu of certain limitations. First, the study was developed as a pilot; therefore, the 
sample size was small. Additionally, data was collected over a short, four-month period. Second, 
data regarding adherence to guideline directed HF care was based on self-report from SNF 
nursing staff. Response bias may have been present during follow up phone call interviews. 
Third, readmission data could only be captured if patients were readmitted to the discharging 
hospital, since the project was not designed to capture readmission data to other hospitals. Lastly, 
the process evaluation component of this study was conducted at a single center; thus, 
generalizability is limited.  
    Conclusion 
The AHA/HFSA’s guideline for Management of Heart Failure in Skilled Nursing 
Facilities emphasizes the need to improve care for patients transitioning from the hospital to a 
SNF. High mortality rates coupled with costly rehospitalizations drive the need to improve care 
for this specific patient population. Previous research has focused on patients who were 
discharged home following a hospitalization for HF; however, as more pressure is placed on 
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providers and institutions to improve outcomes for these patients and decrease health care costs, 
bridging the communication gap between hospitals and SNFs will become an escalating priority.  
The purpose of this project was to improve adherence to guideline directed HF care in 
SNFs through enhanced communication between hospital HF providers and providers at SNFs.  
Although the provider-to-provider HF handoff tool did not improve SNF adherence to guideline 
directed HF care, valuable information was gained. The SPO evaluation conducted in this study 
identified fundamental problems within the hospital discharge process; thus, opportunities for 
improvements were discussed among hospital leaders. Standardized electronic order templates 
for patients discharging to SNFs are currently under consideration in an effort to increase 
hospital compliance of ordering guideline directed HF care at the time of discharge. This study 
also highlighted the impact of timely patient discharge summaries during care transitions. Skilled 
nursing facilities were more likely to implement daily weight monitoring and two-liter fluid 
restrictions for patients who were discharged from the hospital with a completed discharge 
summary.  As a result, the hospital informatics team is exploring the ability of standardized 
electronic discharge summaries to include HF guideline recommendations.   
Lastly, this study recognized SNF providers are willing to collaborate with HF specialists 
to improve patient care; however, SNFs have difficulty identifying which patients are established 
with a HF cardiologist. Because previous research has demonstrated multidisciplinary HF clinics 
have improved patient outcomes, collaboration between SNFs and multidisciplinary HF clinics 
should be further explored.  Follow up phone call interventions and standardized HF discharges 
summaries have implications to aid in the identification of patients established with a 
multidisciplinary HF clinic; additionally, this multifaceted approach provides an opportunity for 
oral and written communication between facilities. Future research should be conducted with a 
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larger sample size to evaluate the impact of follow up phone calls, standardized HF discharge 
summaries, and collaboration with multidisciplinary HF clinics on outcomes for HF patients who 
are discharged to SNFs.  
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Appendix A 
 
Heart Failure Studies Located in Skilled Nursing Facilities 
 
 
Reference Study Design Intervention Result Barriers  Facilitators 
 
Boxer et al. 
(2013) 
 
Randomized 
Controlled 
Trial 
 
SNF Connect 
Trial 
 
SNF HF-DMP  
 Documentation of ejection 
fraction, symptom and activity 
assessment, daily weights/low 
sodium diet, medication titration 
and discharge care measures 
including patient and caregiver 
education, discharge 
instructions, and 7 day post SNF 
discharge follow up 
 
On-going trial 
Estimated 
completion is 
December, 2018 
 
SNF Environment 
 Staff turnover 
 Staff HF 
education 
 Understaffing 
 Variability in 
Technology 
 Cost 
 Physician buy-
in 
 
 
 
HF-DMP 
intervention is 
performed by 
HF Nurse  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Boxer et al. 
(2012) 
 
Pre-Post Test 
 
The Bridge 
Project 
 
 Assessment of current state of 
HF management in SNFs 
 Educational program for SNF 
staff, including face to face and 
web based educational sessions. 
 
SNFs lack 
identification and 
tracking of heart 
failure patients; No 
HF protocols were 
identified in SNFs; 
SNF staff had 
 
 Poor 
communication 
from hospital  
 Staff HF education 
 Staff & 
administration 
 
 National 
Heart 
Failure 
Training 
Program 
 Face to face 
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limited knowledge 
of HF care; Pre and 
Post test scores 
improved staff 
knowledge and 
confidence in 
caring for HF 
patients  
turnover 
 Poor 
communication 
between 
administration and 
staff 
 Lack of nursing 
self efficacy 
 Lack of HF patient 
identification  
 Staff ratio  
 Absence of 
mandatory 
regulations for HF 
management. 
& web 
based 
training 
options 
 HF 
“Champions
” (training 
coaches) 
 
 
Buhr & 
Bengali 
(2014) 
 
 
Case Review 
 
Pre-Post test 
design 
 
 
 Critical cases review by 
multidisciplinary group.  
 Discussed cases of patients who 
transferred from SNF to Hospital 
 
 
 56.1% of SNF 
staff reported 
that they need 
more HF 
education 
 Staff estimated 
that handoff 
communication 
occurred 79.7% 
of the time 
 Feedback and 
communication 
about incident 
occurred 89.3 % 
of the time 
 
 
 
 Poor handoff 
 Staff HF 
knowledge  
 
 
 Staff 
Communica
tion 
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Dolansky et 
al. 
(2013) 
 
Quality 
Improvement 
Project 
 
HF Management Improvement Plan  
 Staff education 
 HF baseline intake form 
 HF standing orders 
 HF management template 
 Implementation coach and staff 
who championed the project  
 
 
 Average length 
of stay in SNF 
was 34.8 days 
 Following 
discharge from 
SNF- 45% 
when home, 
29% were 
hospitalized, 
11% died or 
went to hospice, 
15 % went to 
long-term care  
 There was 
greater 
adherence to 
protocols in 
SNF that had a 
“coach” 
 
 
 
 
 
 
 Lack of HF patient 
identification, HF 
protocols, and HF 
education for staff 
 Staff turnover 
 Administration 
turnover 
 Poor 
communication 
between 
administration and 
staff 
 Staff workload 
 Poor “hand-off” 
report from 
hospital 
 Lack of low 
sodium diet 
options 
 Lack of weekend 
staff involvement 
 
 
 Project 
“champion”    
and 
“coaches” 
 Physician 
support 
 HF pocket 
cards for 
staff 
 
 
Jacobs  
(2011) 
 
Quality 
Improvement 
Project 
 
The Heart Failure Initiative 
 Conducted by nurse case 
management  
 Follow up phone call process 
to SNF post hospital 
discharge  
 Reviewed discharge order set 
 
Pre-intervention 
heart failure 
readmission rates 
from SNF were 
30% 
 
After six months of 
 
 Transcription 
errors 
 Timeliness of 
follow up 
appointments 
 Lack of low salt 
diet options at 
 
 Discharge 
order sets 
 Partnership 
building 
between 
hospital and 
SNF 
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with SNF staff 
 
implementation 
readmission rates 
from SNF 
decreased to 
11.32% 
some facilities 
 
 RN phone 
calls to SNF 
within 48 
hours of 
discharge 
 
 
Martinen & 
Freundl 
(2004) 
 
 
Quality 
Improvement 
Initiative 
 
Interdisciplinary expert panel 
developed and implemented a 
protocol for managing congestive 
heart failure in SNFs and long-term 
care facilities. 
Protocol consisted of  
 Diagnosis verification 
 Standardized nursing assessment 
(weight monitoring 3 times 
weekly, parameters to notify 
physician of 2 lb weight gain, 
nursing physical assessment) 
 Preventative vaccine rates 
 Patient education 
 
 
 
 
 
 
 
 Initiation of the 
protocol 
increased 
documentation 
of 
echocardiogram 
results use of 
ACE inhibitors, 
immunization 
rates, and 
empowered 
nursing staff 
regarding HF 
assessment and 
symptom 
management 
 
 Lack of HF 
information sent 
from hospitals  
 
 Protocol 
served as 
guideline to 
HF care in 
SNF and 
assisted 
living 
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Transition of Care Models 
Transition of Care 
Model & 
Developer 
 
Targeted Transition 
 
Key Elements of Model 
 
Implementation 
Tools 
Strength 
Limitations 
Project -Better 
Outcomes for 
Older adults 
through Safe 
Transitions 
(Project BOOST) 
 
Hansen et al., 2013 
 
Society of Hospital 
Medicine 
(2016) 
 
-Hospital to home 
-Post acute care 
 
 
- Designed by physician quality 
expert 
- Hospital implementation of 5 tools   
evaluated in the study 
 
1. Risk assessment 
2. Discharge checklist 
3. Teach back 
4. Discharge summary 
completion 
*Only 4 out of 11 hospitals 
were able to meet goal 
5. Follow up phone calls 
 
 
 
1. Risk assessment 
2. Patient preparedness 
assessment for discharge 
3.Written discharge instructions 
4. Teach back 
5. Follow up phone calls 
6.Inter-professional rounds 
7.Acute care transitions 
8.Medication reconciliation 
 
Strengths 
-Integrates with 
Cerner EMR 
-Multicenter 
development 
-Hospitals did not 
implement all 8 
tools 
 
Limitation 
-Not HF specific 
-Fee for use 
-Detailed 
description of 
tool was lacking 
 
Project Re-
engineered 
discharge 
 
(Project RED) 
 
Jack et al., 2009 
 
Boston University 
Medical Center, 
2014 
 
-Hospital to home 
 
-RN arranged post discharge follow 
up 
-RN reviewed discharge medication 
reconciliation 
-RN provided education to patient 
-Individualized instruction booklet 
sent to PCP 
-Pharmacist called patient 2-4 days 
post discharge 
-Founded on 12 components to 
reduce re-hospitalization 
 
-Supported by AHRQ, NIH, and 
NHBLI 
 
 
1. How to implement project in 
hospital 
2. How to perform a “RED” 
discharge 
3. Cultural competency 
assessment 
4. How to conducting a follow 
up phone call 
5. How to monitor outcomes 
6.Enhancing caregiver 
involvement 
Strengths 
-Randomized 
controlled trial 
-Decreased 
readmission rates 
Limitations 
-Not HF specific 
-Single center 
-Mean age of 
participants was 
50 years 
-Excluded 
patients 
discharged to 
SNFs 
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Interventions to 
Reduce Acute Care 
Transfers 
(INTERACT) 
 
Ouslander et al., 
2011 
 
Florida Atlantic 
University 
(2011) 
 
-Post acute care to hospital 
-Hospital to home 
-Hospital to post acute care 
 
 
-Developed to improve the 
identification, evaluation, and 
communication regarding changes 
in SNF residents 
-Implemented using a project 
champion 
 
1.Quality improvement tools 
for SNF 
2. Communication tools 
-SNF to hospital 
-SNF staff 
-Hospital to SNF 
2. Care pathways 
-Eight disease specific 
pathways, including HF 
3. Advanced care planning 
 
Strengths- 
-Disease specific 
care pathway for 
HF 
 
Limitations- 
Communication 
tools are 
cumbersome and 
not HF specific 
 
State Action on 
Avoidable 
rehospitilizations 
 
(STARR) 
 
Institute for 
Healthcare 
Improvement 
(2013) 
 
-Hospital to community 
(Home health, PCP, SNF) 
 
Quality Improvement Program 
-Aims to involve state level 
leadership to form partnerships 
between hospital and community 
providers, including home health 
agencies, SNFs, PCPs, and 
community services. Includes guide 
on how to achieve change and 
provides resources to other models. 
 
-Utilizes 14 forms from other 
resources such as Boost and 
hospital to home. Emphasizes: 
-Patient education 
-Follow up phone calls & appts 
-Communication between 
providers 
 
Strengths- 
Involves state 
level leadership 
Limitations- 
Difficult to 
determine 
individual cause 
& effect- 
multiple tools 
from other 
references 
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Care Transitions 
Intervention  
(CTI) 
 
Coleman et al., 
2006 
 
 
 
 
-Hospital to community 
 
-APN “transition coaches” provided 
education and support to patients 
during transition home 
-Home visits within 48-72 hours 
-Follow up phone calls 
-For patients discharged to SNF, 
APNs made follow up phone calls 
or visits weekly and assisted SNF 
with discharge planning 
 
 
 
 
-Educational tools for patient 
-Patient encouraged to maintain 
a personal health record to 
ensure health information was 
passed to community provider 
 
Strengths-
Randomized 
controlled trial 
-Decreased 30- 
day readmission 
rates by 4 %.  
 
Limitations- 
-APN 
background 
information not 
provided 
-Not HF specific 
 
 
Transitional Care 
Model  
(TCM) 
Naylor et al., 2004 
 
 
 
-Hospital to home 
 
-3 month APN intervention 
-Hospital discharge planning 
-Home care follow-up 
-APN visited patient daily while in 
hospital 
-Protocol for home visits consisted 
of APN follow-up 24 hours post 
hospital discharge, weekly visits 
during the first month, bimonthly 
visits during second and third 
month 
-APNs were available via telephone 
for patients 7 days per week 
-APNs attended follow-up visits 
with the patients physician 
 
-APNs received standardized 
orientation and training 
- Quality- Cost Model of APN 
Transitional Care used to guide 
care plans for patient 
 
Strengths- 
-Randomized 
controlled trial 
-Reduced 
readmissions by 
13.7% 
-Specific to HF 
-Decreased health 
care costs 
-Improved 
patient quality of 
life 
 
Limitations- 
-APN 
background 
information not 
provided 
  
   
54 
 
 
 
 
 
 
 
 
 
 
 
 
The Bridge 
Model 
Altfeld et al., 2012 
 
 
 
 
 
 
Hospital to home 
 
 
 
 
 
 
 
 
 
-Social-worker led intervention 
-Follow up phone calls made within 
2 days of hospital discharge and 
again at 30 days post discharge 
-Designed to address psychosocial 
needs and provide community 
resources such as transportation 
options for patients. 
-Social-worker contacted home 
health providers to ensure 
continuity of care 
 
 
-None available 
 
Strengths 
-Randomized 
controlled trial 
-Improved 
compliance with 
follow up 
 
Limitations- 
-Did not involve 
medical team 
-Did not improve 
readmission rates  
-Not HF specific 
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 Administrative support 
 Physician support 
 Staffing (physician, 
nurse practitioners, 
nurses, case managers) 
 Electronic medical 
record system 
 Heart failure clinic 
phone messaging system 
 Hospital and SNF 
interactions 
 Number of provider-to 
provider handoff forms 
used 
 Computer order entry 
 Heart failure clinic 
phone triage protocol 
 Follow up phone call to 
SNF 
 Accuracy of discharge 
orders 
 
 
 Adherence to guideline 
directed heart failure 
care in SNFs 
Process 
Structure 
Outcomes 
Figure 1. Applying Donabedian’s SPO Model to the Iowa Model of Evidenced Based Practice to Promote Quality Care 
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Appendix D 
 
Structured Follow up Phone Call Survey 
 
1. Has the patient been placed on a 2-gram sodium diet? 
 
2. Has the patient been placed on a 2000 ml fluid restriction? 
 
3. Are daily weights ordered for the patient? 
 
4. What labs have been ordered for the patient and when will they be drawn? 
 
5. Is the patient on a diuretic? 
If yes, what is the medication name, dose, and frequency? 
 
6. Can you identify the patient’s heart failure specialist? 
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Heart Failure Handoff Tool 
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Hospital-to-SNF Improvement Project 
SNF Provider Survey  
 
   
 
Please answer the following questions based on the current hospital-to-SNF transfer process. Please rate your 
response based on the Likert  scale     1=Always    2= Often   3= Rarely    4= Never 
1. The patient’s ejection fraction is communicated in writing to me at the time of transfer.  
1=Always    2= Often    3= Rarely    4= Never 
2. Based on the information provided at transfer, I am able to determine the stage of the patient’s heart failure.  
 
                                1=Always    2= Often   3= Rarely    4= Never 
 
3. Based on the information provided at transfer, I am able to identify patients who are established with a 
cardiologist in the ______Heart Failure Clinic. 
1=Always    2= Often    3= Rarely    4= Never 
4. Based on the information provided at transfer, I would be comfortable titrating the patient’s  heart failure 
medications.  
1=Always    2= Often   3= Rarely    4= Never 
5. I feel prepared to care for the patient with heart failure.           
1=Always    2= Often   3= Rarely    4= Never 
       6.  The patient’s heart failure goals of care are communicated to me in writing at the time of transfer. 
1=Always    2= Often    3= Rarely    4= Never 
       7.  I would be willing to consult with the patient’s heart failure cardiologist regarding 
           worsening heart failure symptoms. 
1=Always    2= Often   3= Rarely    4= Never 
Please provide us with the following information: 
Name: __________________________ Job title:   ☐  Physician      ☐ Nurse Practitioner    ☐ Physician Assistant   
Gender:    ☐ Male ☐ Female 
Age: _________ 
How many years of practice do you have caring for patients with heart failure?     _________ 
 
Appendix F 
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Hospital-to-SNF Improvement Project 
Heart Failure Clinic RN Survey  
 
   
Please answer the following questions based on your interactions caring for heart failure patients who were 
discharged from the hospital to skilled nursing facilities. Please rate your response based on the Likert scale below.  
1=Always    2= Often   3= Rarely    4= Never 
 
1.  I receive phone calls from the physician/nurse practitioner/or physician assistant at skilled nursing 
facilities asking questions regarding the patient’s heart failure management. 
1=Always    2=Often    3= Rarely    4= Never 
 
2.  I receive phone calls from nursing staff at skilled nursing facilities asking questions regarding the 
patient’s heart failure management. 
1=Always    2= Often    3= Rarely    4= Never 
 
3. I receive phone calls from the patient at the skilled nursing facility, or their family member, asking    
questions regarding the patient’s heart failure management. 
1=Always    2= Often    3= Rarely    4= Never 
 
4. I am notified by the skilled nursing facility to arrange an appointment in the heart failure clinic due 
to a change in the patient’s heart failure status. 
1=Always    2= Often    3= Rarely    4= Never 
5.  When the patient is being cared for at the skilled nursing facility, the patient, or their family member                            
notifies me to arrange an appointment in the heart failure clinic due a change in the patient’s heart 
failure status. 
        1=Always    2= Often    3= Rarely    4= Never 
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Hospital-to-SNF Improvement Project 
Heart Failure Clinic RN Survey 
 
 
 
   
 
4. I am notified by the skilled nursing facility when patients are discharged from the skilled nursing 
facility. 
1=Always    2= Often    3= Rarely    4= Never 
 
5. The patient, or their family member notifies me when the patient is discharged from the skilled 
nursing facility. 
1=Always    2= Often    3= Rarely    4= Never 
 
 
 
 Please provide us with the following information:  
 Name: _____________________________  
Gender:  ☐  Female    ☐ Male 
Age: ______________ 
Number of years working as a Registered Nurse in the Heart Failure Clinic: ________ 
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Dear Provider,  
The Comprehensive Heart Failure Program at _______recognizes the importance of patient care 
transitions. We are fortunate to have our patients continue their care at your facility. Recently, 
the American Heart Association and the Heart Failure Society of America published guidelines 
for heart failure management in skilled nursing facilities. In an effort to improve our 
communication at the time of transfer, we are piloting the use of a standardized heart failure 
handoff tool. We hope you will find this tool helpful and that it will provide you with the 
information needed to implement guideline directed heart failure care.  
 
The handoff tool will be sent at the time of transfer for all patients who are established with the 
Comprehensive Heart Failure Program. Our Heart Failure Nurse Practitioner will be making a 
follow-up phone call to the staff nurse at your facility in 1-2 days to review and confirm the 
patient’s discharge orders and answer any questions.   
 
This pilot is intended to enhance the continuity of care for our patients with heart failure. It is our 
hope to develop a working partnership with you. Please feel free to contact us with any questions 
or concerns regarding the patient’s heart failure management. We look forward to working 
together with you as we aim to improve patient outcomes.  
 
 
Sincerely, 
 
The Comprehensive Heart Failure Team 
 
 
 
 
 
 
 
 
Hospital-
to-SNF  
Heart Failure Improvement Project 
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Table 1. Demographic Characteristics of SNF Providers  
 
 
 
Age (mean ± SD)                49.8 ± 10.3 years 
Female        4 
Male         1 
Nurse Practitioner       4 
Physician        1 
Years of HF Experience (mean ± SD)             17.2 ± 13 years 
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Table 2.  Survey One Results 
 
 
 
Question                                                                                              Always =1    Often=2         Rarely=3        Never=4        Mean ± SD 
 
1. The patient’s ejection fraction is communicated to   
 me at the time of transfer.                                                                           0                  0                4                    1                     3.2    0.447 
______________________________________________________________________________________________________________ 
 
2. Based on the information provided at transfer, I am able to  
determine the stage of the patient’s heart failure.                                        0                 1                 4                    0                     2.8    0.447 
______________________________________________________________________________________________________________ 
 
3.  Based on the information provided at transfer, I am able to  
identify patients who are established with a cardiologist.                           0                  0                   4                   1                      3.2   0.447 
______________________________________________________________________________________________________________ 
4.  Based on the information provided at transfer, I would be  
comfortable titrating the patient’s  heart failure medications.                     0                   3                  2                   0                     2.4   0.548 
_______________________________________________________________________________________________________________ 
 
5. I feel prepared to care for the patient with heart failure.                         0                   3                  2                   0                     2.4    0.548 
 _______________________________________________________________________________________________________________  
 
6.The patient’s heart failure goals of care are communicated                     0                   0                  2                   3                     3.6    0.548 
 to me in writing at the time of transfer. 
________________________________________________________________________________________________________________ 
 
7. I would be willing to consult with the patient’s heart failure                 4                    0                  1                   0                     1.4    0.894   
cardiologist regarding worsening heart failure symptoms. 
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       Table 3.  Demographic Characteristics of Heart Failure Clinic RNs 
 
 
Age (mean ± SD)                                                                                  54.5  ±  7.59 years 
Female                                                                                                    4 
Male                                                                                                        0 
Years of HF Experience (mean ± SD)                                                   11.1 ± 7.46 years 
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Table 4.  Survey Two Results 
 
 
Question                                                                                                                    Always=1    Often=2     Rarely=3   Never=4     Mean± SD 
 
1. I receive phone calls from the physician/nurse practitioner/or physician                                         
assistant at skilled nursing facilities asking questions regarding the patient’s  
heart failure management.                                                                                                         0                     1                   2               1              3.0     0.816 
_______________________________________________________________________________________________________________________________ 
 
2.      I receive phone calls from nursing staff at skilled nursing facilities asking  
        questions regarding the patient’s heart failure management.                                                    0                     2                     2               0            2.5     0.577 
_______________________________________________________________________________________________________________________________ 
 
3.     I receive phone calls from the patient at the skilled nursing facility, 
        or their family member, asking questions regarding the patient’s heart  
        failure management.                                                                                                                  0                    3                       1               0           2.25     0.50 
______________________________________________________________________________________________________________________________ 
 
4.     I am notified by the skilled nursing facility to arrange an appointment in the 
       heart failure clinic due to a change in the patient’s heart failure status.                                    0                     0                      4              0             3.0       .00 
 ______________________________________________________________________________________________________________________________ 
 
5.    When the patient is being cared for at the skilled nursing facility, the patient,  
       or their family member notifies me to arrange an appointment in the heart failure  
       clinic due a change in the patient’s heart failure status.                                                            0                      2                      2               0            2.5    0.577 
______________________________________________________________________________________________________________________________ 
 
6.     I am notified by the skilled nursing facility when patients are discharged  
       from the skilled nursing facility.                                                                                              0                        0                     1               3             3.75   0.50 
_______________________________________________________________________________________________________________________________ 
 
7.     The patient, or their family member notifies me when the patient is  
        discharged from the skilled nursing facility.                                                                           0                         0                    4                0            3.00    .00 
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Table 5. Characteristics of the Hospital Discharge Process 
 
  
 
 
 
Characteristics            n=21                                                                                                n (%) 
 
Discharged by Hospitalist                                                                                               8     (38%) 
Discharged by Cardiology                                                                                               5     (23%) 
Discharged by Heart Failure                                                                                           8      (38%) 
Hospital Compliance with Entering HF Orders at Discharge                                         0              
Hospital RN Compliance with HF orders on Transfer Form                                          0             . 
HF Diagnosis Listed on Transfer Form                                                                         20     (95%) 
Discharge Summary Complete at Time of Transfer                                                     16  (76.2%) 
Discharged From Cardiac Unit                                                                                     13   (61.9%) 
Discharged From Medical Surgical Unit                                                                        8   (38.1%) 
Readmitted to Discharging Hospital within 30 days                                                      0             
HF Clinic Attendance Rate                                                                                           11   (52.4%) 
Transferred to Partnership Facility                                                                               12    (57.1%) 
                                                                                                           
                                                                                                             Range                       Mean 
                                                                                                (Minimum-Maximum)          
 
HF Clinic Follow up Time in Days                                                   7-18 d                         11.3 d  
Follow up Call Time to SNF in Minutes                                           4-12 m                        6.85 m 
 
 
HF=heart failure    GDT=guideline directed treatment 
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Table 6.  Association Between Guideline Directed Heart Failure Care and Handoff Form 
*Statistical Significance p  <0.05 
 
 
Guideline Directed                      All Discharges                     Discharges with                      Discharges without 
HF Care                                                                                    Hand Off Form                       Hand Off Form 
                                                         n=21                                       n=11                                            n=10             
                                                        n (%)                                       n (%)                                          n (%)                          Fisher Exact Test 
 
Sodium Restricted Diet                14 (66.7)                                   7  (63.6)                                       7 (70)                                  1.00 
 
2 Liter Fluid Restriction              15 (71.4)                                    7 (63.6)                                       8 (80)                                  .635 
 
Daily Weights                              14 (66.7)                                   7 (63.6)                                        7 (70)                                  1.00 
               
Labs                                             18 (85.7)                                    10 (90.9)                                     8 (80.0)                               .586 
 
Diuretics                                       21 (100)                                    11 (100)                                      10 (100)                               NA 
 
HF Specialist                                5 (23.8)                                      3 (27.3)                                       2 (20)                                 1.00 
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Table 7.  Association Between Adherence to Guideline Directed Heart Failure Care and SNF Partnership 
*Statistical Significance p  <0.05 
 
 
Guideline Directed                      All Discharges                      Discharges to                              Discharges to 
HF Care                                                                                     Partnership SNFs                        Other SNFs 
                                                         n=21                                       n=12                                            n=9             
                                                        n (%)                                       n (%)                                          n (%)                          Fisher Exact Test 
 
Sodium Restricted Diet               14 (66.7)                                   7 (58.3)                                          7  (77.8)                            .642 
 
2 Liter Fluid Restriction              15 (71.4)                                    9 (60)                                          6 (40)                                  1.00 
 
Daily Weights                              14 (66.7)                                   9 (64.3)                                        5 (35.7)                               .397 
               
Labs                                             18 (85.7)                                    11 (61.1)                                     7 (38.9)                               .553 
 
Diuretics                                       21 (100)                                    12 (100)                                      9 (100)                                NA 
 
HF Specialist                                5 (23.8)                                      2 (40)                                         3 (60)                                 .611 
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Table 8.  Association Between Adherence to Guideline Directed Heart Failure Care and Completion of Discharge Summary at  
       the time of discharge   *Statistical Significance p  <0.05 
 
 
 
Guideline Directed                      All Discharges                      Discharge Summary                        Discharge Summary  
HF Care                                                                                     Complete at Discharge                    Not Complete at Discharge  
                                                         n=21                                       n= 16                                          n=   5       
                                                        
                                                            n (%)                                       n (%)                                          n (%)                          Fisher Exact Test 
 
Sodium Restricted Diet                14 (66.7)                                   10 (71.4)                                       4 (28.6)                               .624 
 
2 Liter Fluid Restriction              15 (71.4)                                    14 (93.3)                                       1 (6.7)                                 .011* 
 
Daily Weights                              14 (66.7)                                   13 (92.9)                                        1 (7.1)                               .025* 
               
Labs                                             18 (85.7)                                    13 (72.2)                                       5 (27.8)                              .549 
 
Diuretics                                       21 (100)                                    16 (100)                                        5 (100)                                NA 
 
HF Specialist                                5 (23.8)                                      4 (80)                                            1 (20)                                 1.00 
               
 
 
 
 
 
 
 
 
 
 
 
